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{N 000} Initial Comments {N 000}
This visit was a follow up to the initial home health
state licensure survey conducted on July 16 and
17, 2012.
Survey Date: September 4, 2012
Facility #: 012753
Medicaid Vendor #: N/A
Surveyors: Kelly Ennis, BSN, RN, Public Health
Nurse Surveyor, Team Leader
David Moran, BSN, RN, Public Health
Nurse Surveyor
During this survey, eleven deficiencies were
corrected.
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